MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BE63-038281

DEPARTMENT OF PUBLIC HEALTH AND NELF.:? g-{ / 4 ;Z ) STATE FILE NUMBER
DO.NOT WRITE AMENDED Registration District No. —_— _ ———ea Pnrnqry Registration District No. A __Registrar's No. _ZZ,. =

ON THIS: STUB

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residence before

». COUNTY 57- [‘0 wrS - . * STATE Misgourd B COUNTY \S‘T Lo C}d?:gﬂ,

b. C'gl;l' {If sutside corporate limifs, give TOWNSHIP only) Length of stay in 1b c. CiTY Ingide Limits

OR
TOWN University City ( ink) TOWN Unlversi‘t,y City Yo G No O
€. FULL NAME OF (3§ NOT in howpital, give location) inside Limits d. STREET {tf outhide, give location) Reride on Form
HOSPITAL OR ADDRESS
wstutioN 721 Heman Yafl No[J 721 Heman Yoo O No

V5 300
Rev, 4/59

DATE AMENDED

fos &
2 006

3. NAME OF DECEASED First i _Last 4. DATE Month Day Year

{Type or print) OF
LEONA FRIEDMAN DEATH B=31-1963
5. SEX 6. COLOR OR RACE 7. married B0 Never Married (] |8, DATE OF BIRTH | ¥ AGE (last birthday) [IF UNDER | YEAR [ 'IF UNDER 24 HR
Female Cauc,. Widowed [J Divarced [] - / 13- /?2 r : 6[ / Mantha | Days | Hours T Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 1. BIRTHPLACE (City and state or country} | 12.” CITIZEN OF WHAT COUNTRY
during moat of working life, even if ratired)

hougewife at home St. Louis, Mo, USA:

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OFI‘l-"tL,JSBAND OR WIFE

Abraham Finie Annie Hoffman
15. WAS DECEASED EVER IN U.S. ARMED FORCES NQ, 17. INFORMARNT Address
(Yes, rﬁ of unknown) I {Hf yesx, give uNr or dates of Ben F‘iner Sh PI‘iCG'H'OOdB Olivette ’ HO.

18. CAUSE OF DEATH (Enter only one causd par line for (#), (b}, and (c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

mMEDIATE cavse o UNLKNown ratural causes

(History of treatment for heart condi-
Conditions, i any,] DuEToy __t1on mohths prior to death)

which gave rise 10
sbove cause {a),
stating the undaer-

lying cause lawl. DUE 10 (<} ) ll

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH butr nor selated o the terminal PART 11l. 1§ decessad as  female  wes
distaze condition given In PART | {a} there & pragnphcy in last 99 doys.

'EYII. I M No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Ener noture of injury in PART | or PART Ii of item 18.)
PERFORMED? 0O (] m]
YES [0 NOSE

20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, facrory, street, office bidg., ek.)
NOT WHILE AT WORK [J

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

) her ..
21. | attended the decessed from to, and last saw yoo slive on
Deab occurred -I_ERQI‘_Q,X_._Z_:_].E_P_.M.—,_m on the date siated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE {Degree ar_ti 22b, ADDRESS . 22c, DATE SIGNED

dau-a:oroﬁer Clayton, Missouri 9/4/63

23a. BURIAL, CREMATION, ATE 73¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, of county) {Stara)
REMQVAL (Specify)

buri ! =-1=63 Chased Shel Emeth Cem. University City Mo,
’ EIJ g?L ﬁ&ﬁ%ia}. h?ls MCW%OH 25. DATE RECD. BY LOCAL REG. 26, EGIST AR'S SIGNATURE
et F3/-63 M

Licansed Embalmar’s Statement on Reverie Sids)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




_STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

‘Student Embalmer No.

working under my personal supervision.

Student : ) - ) S % M

- Signature of Student Embelmer
Licensed Embalm_er No SZ ge

P. O. Address

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALN\ER in his OWN HANDWRITING (Failure 1o comply
with the above constitutes grounds for revocation of license). |

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is  not embalmed fact should be 50 stated above

. aael e o ,__,_J




